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Welcome to SHICK

Performance Objectives

ESSENTIAL:

At the end of this section, you will be able to:

Explain what the acronym “SHIP” means and be able to describe a “SHIP. “
Explain what the acronym “SHICK” means.

Briefly describe the SHICK program Mission Statement.

Describe the two primary sources of support for the SHICK Program Mission.
Briefly describe the minimum requirements for SHIP.

Briefly list the responsibilities of the State SHICK Office, Sponsoring Organization, SHICK
Coordinator and SHICK Counselor or Partner.

Be familiar with the programs at KDADS.
Know how to contact the State SHICK Office.

Briefly explain an Area Agency on Aging, the services they provide and their role in the SHICK
Program.

Find SHICK Sponsoring Organizations and Coordinators around the state.
Find SHIPs outside of the state of Kansas.

Contact and explain the function of the SHICK Call Center.

Briefly explain TIP.

What is HIPAA and why is it needed.

Explain Conflict of Interest.
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Overview

People with Medicare often have questions about health insurance, but all too frequently they have
limited resources to obtain objective information. Many need information and assistance regarding their
decisions in the following areas:

e What kinds of benefits would suit their needs;
e What type of health insurance coverage they should have;
e How much health insurance coverage they should have;
e How to take advantage of the coverage they already have.
Some people with Medicare have problems such as the following:
e They don’t know what to do about rising health insurance premiumes;

e They are overwhelmed with claims paperwork, and they don’t know what they owe and what
they don’t owe;

e They can’t afford the cost of prescription medications;
e They don’t know where to get help with their health insurance problems and other problems.

To help with these needs, Congress created State Health Insurance Assistance Programs (SHIPs). The State
Health Insurance Assistance Program, or SHIP, is a state-based program that offers local one-on-one
counseling and assistance to people with Medicare and their families. Through CMS funded grants directed
to states, SHIPs provide free counseling and assistance via telephone and face-to-face interactive sessions,
public education presentations and programs, and media activities.

There is a SHIP in every state as well as in Guam, Puerto Rico, the Virgin Islands, and the District of
Columbia. Senior Health Insurance Counseling for Kansas (SHICK) is the SHIP for Kansas.

What is the Mission of SHICK?

Mission

SHICK educates the public and assists consumers on
topics related to Medicare and health insurance so
they can make informed decisions.
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Two Primary Services Support the SHICK Program’s Mission:
Information and Education

Consumer education, provided in several ways, reaches a broad section of the population. Consumer
education services provide objective information about Medicare A, B, C, & D, Medicare supplement
insurance, long-term care insurance, prescription drug assistance, receiving Medicare through managed
care plans and other insurance-related topics. Consumers receive information through public forums,
presentations to organizations and groups, displays, radio, television, and a variety of printed materials.

One-on-One Counseling

One-on-one confidential sessions with trained counselors focus on specific information or problems.
Individual counseling sessions are an effective way to objectively provide information on health insurance
coverage, claims assistance, and referrals to appropriate agencies. Individual decision-making and
problem-solving are supported at all times.

TOLL-FREE HOTLINE
1-800-860-5260
SHICK WEB SITE

http://www.kdads.ks.gov/commissions/commission-on-aging/medicare-programs/shick

Sign-Up for SHICK ListServ

https://www.accesskansas.org/mailman/listinfo/shick
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Administrative and National Policy Requirements
SHIP Minimum Requirements

The State Health Insurance Assistance Program (SHIP) grant is intended to strengthen the capability of
States to provide all Medicare eligible individuals information, counseling, and assistance on health
insurance matters. The grant from the Administration for Community Living (ACL), U.S. Department of
Health and Human Services (DHHS) helps ensure that States have a network of staff and volunteers to
provide accurate and objective health insurance information and assistance in making informed health
coverage decisions and understanding related rights and protections. Although States have adopted a
variety of methods to provide such services to individuals, Section 4360 of the Omnibus Budget
Reconciliation Act of 1990 requires that each State program must encompass all of the following activities:

1. Counseling and assistance to eligible individuals in need of health insurance information including:

a. Information that may assist individuals in obtaining benefits and filing claims under Titles XVIIl and
XIX of the Social Security Act.

b. Policy comparison information for Medicare supplemental policies (as described in section
1882(g)(1) of the Social Security Act, as amended) and information that may assist eligible
individuals with filing claims under such Medicare supplemental policies.

c. Information regarding long-term care insurance.
d. Information regarding Medicaid programs, including Medicare Savings Programs.

e. Information regarding other types of health insurance benefits that may be provided to eligible
individuals in the State.

f. Information regarding health insurance coverage options created under the Balanced Budget Act of
1997 and subsequent amendments under the Balanced Budget Refinement Act of 1999, the
Benefits Improvement and Protection Act of 2000, and the Medicare Prescription Drug,
Improvement and Modernization Act (MMA) of 2003.

2. Outreach programs, other than one-on-one counseling, to provide health insurance information,
counseling, and assistance to eligible individuals.

3. Systems of referral to appropriate Federal or State departments or agencies that provide assistance
with problems related to health insurance coverage (including legal problems).

4. Establishing a sufficient number of staff positions (including volunteers) necessary to provide the
services of a health insurance information, counseling and assistance program.

5. Assuring that SHIP staff members (including volunteers) have no conflict of interest in providing health
insurance information, counseling and assistance, and abiding by the SHIP Security Plan Guidelines for
safeguarding confidential beneficiary information.

6. Collecting and disseminating timely and accurate health insurance information to staff members
(including volunteers).

7. Training programs for staff members (including volunteers).
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8. Coordinating the exchange of health insurance information between the staff of departments and
agencies of the State government, other pertinent federal agencies including ACL, and SHIP staff
(including volunteers).

9. Making recommendations concerning consumer issues and complaints related to the provision of
health care to agencies and departments of the State and federal government responsible for
providing or regulating health insurance.

Program Services
Guidelines as outlined by our Grant agreement with ACL:

Sec. 1395b-4. b.
(2)

As part of an application for a grant under this section, a State shall submit a plan for a State-wide
health insurance information, counseling, and assistance program. Such program shall -
(A)
establish or improve upon a health insurance information, counseling, and assistance program that
provides counseling and assistance to eligible individuals in need of health insurance information, including
(i)
information that may assist individuals in obtaining benefits and filing claims under this subchapter and
subchapter XIX of this chapter;
(i)
policy comparison information for Medicare supplemental policies (as described in section 1395ss(g)(1) of
this title) and information that may assist individuals in filing claims under such Medicare supplemental
policies;
(iii)
information regarding long-term care insurance; and
(iv)
information regarding other types of health insurance benefits that the Secretary determines to be
appropriate;
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Responsibilities of the State SHICK Office

Support Sponsoring Organizations in the recruitment of Counselors and Partners.

Provide job descriptions for Coordinators and Counselors.

Determine criteria for counselor certifications and re-certification.

Conduct ongoing education for Counselors, Partners, and Coordinators.

Supply Sponsoring Organization, Coordinator, and Counselors with information resources.
Refer clients to Sponsoring Organizations.

Monitor performance of Sponsoring Organizations, Coordinators, and Counselors to ensure the
provisions of the SHICK Minimum Requirements are met.

Provide information to the public regarding SHICK, Medicare, and other health insurance issues.
Market the SHICK program through coordinated efforts with the Sponsoring Organizations.
Promote the SHICK program on a statewide basis.

Manage and assist the SHICK Call Centers.

Responsibilities of the SHICK Sponsoring Organization and the SHICK Coordinator

Appoint a properly qualified Coordinator of Counselor Activities.

Monitor performance of Coordinator & local counselors to ensure the SHIP Minimum Requirements are
met.

Provide expenditure reports to the Kansas Department for Aging and Disability Services for funds
awarded pursuant to the Program Agreement with SHICK.

Recruit Counselors and Partners in the local area.
Screen volunteers for suitability as SHICK Counselors (e.g. ensure no conflict of interest exists).

Ensure that Coordinators and Counselors have fulfilled training requirements, are certified by the
SHICK program, and are competent to provide counseling services.

Work with SHICK program staff and other agencies to coordinate presentations and outreach events.

Collaborate with community organizations to ensure that low-income and hard-to-reach populations
have access to SHICK counseling services.

Provide speakers for public events as requested.

Host Initial & Update trainings for local Counselors and Partners.

Receive client telephone calls & assign to Counselors based on the needs of the client.
Market the SHICK program through coordinated efforts with the State SHICK Office.
Serve as a clearinghouse for supplies and materials to Counselors and Clients.

Provide Counselors access to a copy machine, telephone, and computer with Internet at the
Sponsoring Organization for the purposes of counseling Clients.
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e Maintain frequent communication with Counselors regarding activities and job performance. This
includes disseminating updated information necessary for counseling.

e Complete Client Contact reports for each contact.

e Enter Client Contact reports on the National SHIPNPR SHIPTalk website every month.

e Provide a monthly calendar of events to the State SHICK Office.

e Attend Coordinators’ Face2Face Training as required.

e Participate in SHICK conference calls as scheduled (teleconference and/or webinar).

e Attend SHICK Update Training each year. (Minimum 12 hours per year for Active Counselor status.)
e Read SHICK listserv messages and disseminate information to Counselors & Partners.

e Ensure that all Volunteers are registered on https://shipnpr.shiptalk.org.

e Attend other Special Trainings as announced.

Responsibilities of the SHICK Counselor or SHICK Partner*

e Satisfactorily complete certification training. (Minimum 28 hours —Initial Training )

e Attend SHICK Update Training each year. (Minimum 12 hours per year for Active Counselor status.)
e Read and sign the Memorandum of Understanding each year.

e Provide confidential individual health insurance counseling services without conflict of interest and in
compliance with SHIP Security Plan Guidelines for safeguarding confidential beneficiary information.

e Provide referrals to appropriate resources.
e Maintain frequent communication with their Coordinator.
e Complete Client Contact reports for each contact and complete the Online Client Contact report.

e Read SHICK listserv messages (Coordinator will make these available to all trained counselors &
partners who don’t have Internet access.)

e Provide information to the public regarding Medicare and other health insurance issues as outlined in
the SHIP Minimum Requirements.

Optional:
e Give public presentations
e Help with Health Fairs & Other Events

*The “SHICK PARTNER” is trained and signs the Memorandum of Understanding just as the Volunteer
Counselor does. Other SHIP Minimum Requirements apply as well, though the Partner takes this training
for use in his or her job (e.g. social worker, case manager, discharge planner).
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KDADS Programs

SHICK is a program of the Kansas Department for Aging and Disability Services. Also listed are
complementary programs within the agency, with which SHICK counselors may work closely.

SHICK

Senior Health Insurance Counseling for Kansas (SHICK) provides free, unbiased, and confidential assistance
to Kansans who have questions about Medicare and related insurance issues. SHICK’s trained community
counselors provide information and assistance with Medicare issues, Medicare claims and appeals,
Medicare Prescription Drug Coverage (Part D), Medicare supplemental insurance (Medigap) policies, long-
term care financing and options, and other health insurance issues. SHICK counselors also help eligible
consumers access the assistance programs offered by pharmaceutical companies to reduce medication
costs. SHICK is funded by a grant from the U.S. Administration for Community Living (ACL), U.S.
Department of Health and Human Services (DHHS).

Kansas SMP

The Kansas SMP (Senior Medicare Patrol) project educates Medicare and Medicaid beneficiaries and
providers about health care fraud, error, and abuse. Kansas SMP has created a statewide coalition of
regulatory agencies, law enforcement officials, and community organizations to help alert the public to
potential fraud activities. Trained SMP volunteers provide education, outreach, one-on-one assistance, and
problem resolution to beneficiaries, helping them to identify and report health care fraud and abuse. SMP
is funded in part by a grant from the U.S. Administration for Community Living (ACL), U.S. Department of
Health and Human Services (DHHS).

Kansas ADRC

The Kansas Aging and Disability Resource Center is designed to serve seniors, individuals with physical
disabilities, developmental disabilities, and mental illnesses. This includes clients who are transitioning
from hospitals or nursing facilities or are at high risk for nursing facility placement. The focus of the ADRC
is to serve as a primary entry to services, a one-stop shop, no wrong door approach to home and
community-based long-term care services and institutional care. The ADRC shall ensure all individuals have
access to information, assistance, referral, assessment, and options counseling services.

The Aging and Disability Resource Center (ADRC) is available to provide Kansans with information and
referrals. ADRC staff members can also put residents in contact with local Options Counselors.

The ADRC is designed to empower older adults and persons with disabilities to make informed choices
about their services and supports. This will streamline access to those services and ensure their individual
needs will be met. The ADRC can refer individuals to an array of in-home, community-based, and
institutional services, as well as provide decision-making support through a service called Options
Counseling.
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The Kansas Aging Network
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Area Agencies on Aging

There are 11 Area Agencies on Aging in Kansas, each covering a specific geographical area. These agencies
coordinate service and programs for persons age 60 and over in each area. The numbers on the above
map refer to Area Agencies.

AAA's to function as ADRC's

The Kansas Department for Aging and Disability Services signed a contract with the Southwest Kansas Area
Agency on Aging, which provides sub-grants to the state’s 10 other AAA’s to function as Aging and
Disability Resource Centers.

The vision is to have Aging and Disability Resource Centers serving every community as highly visible and
trusted places where people of all incomes and ages can get information on the full range of long term
support options and can access a single entry point to public long term support programs and benefits.
They plan to provide individual personalized Options Counseling Services through local Community
Options Specialists who can meet with people to help them sort through their options and connect them
to services based on their own preferences, strengths, and values.

Each Area Agency on Aging is also a SHICK Sponsoring Organizations. In Area #2, Sponsoring Organizations
are also in the County Extension Services in Sedgwick and Harvey counties. In Area #4, Douglas County
Senior Services is also a Sponsoring Organization.

A list of the SHICK Sponsoring Organizations follows.
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SHICK Sponsoring Organizations

Area #1

Wyandotte/Leavenworth County Area Agency on
Aging

913-573-8545 / 1-888-661-1444 / (fax) 913-573-
8577

849 N 47" st., Kansas City, Kansas 66102

Area #2

Sedgwick County Extension & SHICK Call Center
316-660-0100/ ext. 0117 / 316-722-1432 (fax)
7001 W. 21st North, Wichita, KS 67205

Harvey County Extension
316-284-6930 / 316-283-6183 (fax)
Courthouse, Box 583, Newton, KS 67114

Central Plains Area Agency on Aging
316-660-5120 / 800-367-7298 ext. 5132
2622 W. Central Suite 500, Wichita 67203

Area #3

Northwest Kansas Area Agency on Aging
785-628-8204 / 800-432-7422 / 785-628-6096
(fax)

510 West 29th, Suite B, P O Box 610, Hays, KS
67601

Area #4

Douglas County -- Douglas County Senior Services
— SHICK Call Center

785-842-0543 / 877-295-3277 [/ 785-842-0562
(fax)

745 Vermont, Lawrence, KS 66044

Shawnee/Jefferson Counties -- Jayhawk Area
Agency on Aging

785-235-1367 / 800-798-1366 (outside Topeka)
/ 785-354-5346(fax)

2910 SW Topeka Boulevard, Topeka, KS 66611

Area #5

Southeast Kansas Area Agency on Aging
620-431-2980 / 800-794-2440 / 620-431-2988
(fax)

1 West Ash, P. O. Box J, Chanute, KS 66720

Area #6

Southwest Kansas Area Agency on Aging
620-225-8230 / 800-742-9531 / 620-225-8240
(fax)

236 San Jose Dr., P. O. Box 1636, Dodge City, KS
67801

Area #7

East Central Kansas Area Agency on Aging
785-242-7200 / 800-633-5621 / 785-242-7202
(fax)

117 South Main, Ottawa, KS 66067

Area #8

North Central Flint Hills Area Agency on Aging
785-776-9294 / 800-432-2703 / 785-776-9479
(fax)

401 Houston, Manhattan, KS 66502

1-12
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Area #9 Area #10

Northeast Kansas Area Agency on Aging South Central Kansas Area Agency on Aging

785-742-7152 / 800-883-2549 / 785-742-7154 620-442-0268 / 800-362-0264 / 620-442-0296

(fax) (fax)

1803 Oregon, Hiawatha, KS 66434 P. 0. Box 1122, 304 S Summit, Arkansas City, KS
67005

Area #11

Johnson County Area Agency on Aging
913-715-8856 / 888-214-4404 / 913-715-8825
(fax)

11811 S Sunset, Suite 1300, Olathe, KS 66061

How to Find SHIPs Outside the state of Kansas
e Call 1-800-MEDICARE - (1-800-633-4227)
e Ask the SHICK Call Center Operator at 1-800-860-5260
e Go to: https://shipnpr.shiptalk.org

e Under “Find a State SHIP”, click on the box “Select a State”
o Select the preferred state
o Click on the Go button
o The state’s SHIP Profile page will open
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Training in Privacy (TIP)

All SHICK counselors are required to complete annual training in Privacy practices and conflict of interest.
This training is provided during the 24-hour Initial Training or Annual Update training.

Definitions:

Privacy- According to Merriam-Webster Dictionary - 1 a: the quality or state of being apart from company
or observation: seclusion b: freedom from unauthorized intrusion <one's right to privacy> 15% Century

Confidential- According to Merriam-Webster Dictionary - 1: marked by intimacy or willingness to confide
<a confidential tone> 2: private, secret <confidential information> 3: entrusted with confidences <a
confidential clerk> 4: containing information whose unauthorized disclosure could be prejudicial to the
national interest - 1759

Gossip- According to Merriam-Webster Dictionary - 1 a dialect British: godparent b: companion, crony c: a
person who habitually reveals personal or sensational facts about others 2 a: rumor or report of an
intimate nature b: a chatty talk c: the subject matter of gossip — Before the 12 Century

Your Health Information Is Protected By Federal Law

Most of us believe that our medical and other health information is private and should be protected, and
we want to know who has this information. The Privacy Rule, a Federal law, gives you rights over your
health information and sets rules and limits on who can look at and receive your health information.

Understanding HIPAA Privacy
HIPAA- Health Insurance Portability and Accountability Act — 1996

According to HHS (Health & Human Services) - The Privacy Rule provides federal protections for personal
health information held by covered entities and gives patients an array of rights with respect to that
information. At the same time, the Privacy Rule is balanced so that it permits the disclosure of personal
health information needed for patient care and other important purposes.

Why the HIPAA Privacy Rule is needed

In enacting HIPAA, Congress mandated the establishment of Federal standards for the privacy of
individually identifiable health information. When it comes to personal information that moves across
hospitals, doctors’ offices, insurers or third party payers, and State lines, our country has relied on a
patchwork of Federal and State laws. Under the patchwork of laws existing prior to adoption of HIPAA and
the Privacy Rule, personal health information could be distributed —without either notice or
authorization—for reasons that had nothing to do with a patient's medical treatment or health care
reimbursement. For example, unless otherwise forbidden by State or local law, without the Privacy Rule
patient information held by a health plan could, without the patient’s permission, be passed on to a lender
who could then deny the patient's application for a home mortgage or a credit card, or to an employer
who could use it in personnel decisions. The Privacy Rule establishes a Federal floor of safeguards to
protect the confidentiality of medical information. State laws which provide stronger privacy protections
will continue to apply over and above the Federal privacy standards.

Health care providers have a strong tradition of safeguarding private health information. However, in
today’s world, the old system of paper records in locked filing cabinets is not enough. With information
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broadly held and transmitted electronically, the Rule provides clear standards for the protection of
personal health information.

Who Must Follow the HIPAA Privacy Rule

We call the entities that must follow the Privacy Rule “covered entities.” Individuals, organizations, and
agencies that met the definition of a covered entity under HIPAA must comply with the Privacy Rule's
requirements to protect the privacy of health information and must provide individuals with certain rights
with respect to their health information. If an entity is not a covered entity, it does not have to comply
with the Privacy Rule.

Covered entities include:

e Health Plans, including health insurance companies, HMOs, company health plans, and certain
government programs that pay for health care, such as Medicare and Medicaid.

¢ Most Health Care Providers—those that conduct certain business electronically, such as
electronically billing your health insurance—including most doctors, clinics, hospitals,
psychologists, chiropractors, nursing homes, pharmacies, and dentists.

¢ Health Care Clearinghouses—entities that process nonstandard health information they receive
from another entity into a standard (i.e., standard electronic format or data content), or vice versa.

Who Is Not Required to Follow This Law
Many organizations that have health information about you do not have to follow this law.
Examples of organizations that do not have to follow the Privacy Rule include:

o life insurers,

e employers,

o workers compensation carriers,

e many schools and school districts,

e many state agencies like child protective service agencies,
¢ many law enforcement agencies,

e many municipal offices.

What Information Is Protected

e Information your doctors, nurses, and other health care providers put in your medical record
e Conversations your doctor has about your care or treatment with nurses and others

e Information about you in your health insurer’s computer system

e Billing information about you at your clinic

e Most other health information about you held by those who must follow this law

How Is This Information Protected

e Covered entities must put in place safeguards to protect your health information.

e Covered entities must reasonably limit uses and disclosures to the minimum necessary to accomplish
their intended purpose.

e Covered entities must have contracts in place with their contractors and others ensuring that they use
and disclose your health information properly and safeguard it appropriately.
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e Covered entities must have procedures in place to limit who can view and access your health
information as well as implement training programs for employees about how to protect your health
information.

What Rights Does This Law Give Me over My Health Information
Health Insurers and Providers who are covered entities must comply with your right to:

e Askto see and get a copy of your health records

e Have corrections added to your health information

e Receive a notice that tells you how your health information may be used and shared

e Decide if you want to give your permission before your health information can be used or shared

for certain purposes, such as for marketing

e Get areport on when and why your health information was shared for certain purposes

e If you believe your rights are being denied or your health information isn’t being protected, you can
o File a complaint with your provider or health insurer
o File a complaint with the U.S. Government

You should get to know these important rights, which help you protect your health information. You can
ask your provider or health insurer questions about your rights.

Who Can Look at and Receive Your Health Information
The law sets rules and limits on who can look at and receive your health information

To make sure that your health information is protected in a way that does not interfere with your health
care, your information can be used and shared:

e For your treatment and care coordination

e To pay doctors and hospitals for your health care and to help run their businesses

e With your family, relatives, friends, or others you identify who are involved with your health
care or your health care bills, unless you object

e To make sure doctors give good care and nursing homes are clean and safe

e To protect the public's health, such as by reporting when the flu is in your area

e To make required reports to the police, such as reporting gunshot wounds

Your health information cannot be used or shared without your written permission unless this law allows
it. For example, without your authorization, your provider generally cannot:

e Give your information to your employer
e Use or share your information for marketing or advertising purposes
e Share private notes about your health care

Is a SHIP a covered entity? Is SHICK a covered entity?
In general, SHICK is not a covered entity.
We do not bill or receive payment for health care in the normal course of business.

We do not process, or facilitate the processing of, health information from nonstandard format or content
into standard format or content or from standard format or content into nonstandard format or content.

We do not provide, or pay for the cost of, medical care.
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We do not as the principal activity of the program provide health care directly.

We do not participate in making of grants to fund the direct provision of health care (e.g., through funding
a health clinic).

Protecting Beneficiary Privacy

As a SHICK counselor, you will have access to beneficiaries’ health information as well as personal
identifying information like Medicare numbers and Social Security Numbers. You must handle this
information carefully and keep it confidential to protect beneficiaries from fraud, identity theft, health-
based discrimination, and other potential problems.

e Only collect the information you need to provide the help the beneficiary has asked for (for
example, you don't need a list of medications to help someone enroll in a Medigap plan).

e Only share beneficiary information with people or agencies who are directly involved in providing
the help the beneficiary has asked for (like a Part D plan, for example).

e Don't keep beneficiary information on a laptop or in a file that you take out of the office with you.

e Don't leave beneficiary information out on a desk or up on a computer screen where it can be seen
by others.

e Conduct counseling sessions in private where personal information shared by the beneficiary won’t
be overheard by others.

e If you believe beneficiary information has been lost, stolen, or misused, contact your SHICK
Coordinator immediately.

e If you believe a beneficiary has been the victim of fraud or identity theft, contact your SHICK
Coordinator and/or the Kansas SMP Coordinator immediately.

Attestation of SHIP Minimum Requirements:

Assuring that SHIP staff members (including volunteers) have no conflict of interest in providing health
insurance information, counseling and assistance, and abiding by the Security Plan for safeguarding
confidential beneficiary information.

Conflict of Interest

Conflict of Interest Definition — According to Merriam-Webster Dictionary- : a conflict between the private
interests and the official responsibilities of a person in a position of trust - 1843

SHICK adopted the following rule regarding financial conflict of interest for SHICK volunteer counselors and
partners.

Adopted rule: Determination of when a financial conflict of interest exists between the responsibilities
of a SHICK Volunteer Counselor and the business interests of that volunteer.

When screening potential SHICK Volunteer Counselors, Volunteer Coordinators should make a
determination as to whether applicants have a financial conflict of interest. Obviously, anyone who is
currently associated with the insurance industry in any financial capacity is strictly prohibited from being a
SHICK volunteer counselor by law. As well, all individuals who could, even remotely, use their position as a
SHICK Counselor as an avenue to solicit business from seniors are prohibited from becoming a SHICK
Volunteer.
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If a situation arises where it is unclear to a SHICK Coordinator whether a financial conflict of interest exists,
the Coordinator should forward a request to the SHICK Director for a determination of whether such a
conflict of interest exists. All final decisions remain with the Director.

No volunteer applicant shall take any SHICK training until the Coordinator or Director has determined that
no financial conflict of interest exists.

People who have positions with agencies and other organizations who serve older people are not excluded
from being a SHICK volunteer as long as they do not use their position to solicit business of any kind from
Medicare beneficiaries.

The purpose of this rule is to insure that volunteers do not have any financial conflicts of interest between
their personal business interests and their responsibilities as a counselor which might compromise their
responsibility to provide unbiased information to Medicare beneficiaries.

Revised and Approved October 14, 1997
Conflict of Interest - Counselors

SHICK counselors are trusted resources for Medicare beneficiaries. To maintain that trust, counselors
cannot be allowed to profit in any way from their contacts with beneficiaries. SHICK has adopted several
rules to ensure that no volunteer has a conflict of interest that would prevent him or her from providing
unbiased counseling.

e Anyone who is currently associated with the insurance industry is prohibited from being a SHICK
volunteer counselor.

e Anyone who could use their position as a SHICK counselor to solicit business from beneficiaries is
prohibited from being a SHICK volunteer.

e |[f a SHICK Coordinator is unclear about whether a conflict of interest exists, the Coordinator should
request a ruling from the SHICK Director.

e Potential volunteers cannot take SHICK training until the Coordinator or Director has determined
that no conflict of interest exists.

e People who work for organizations that serve Medicare beneficiaries may be SHICK volunteers as
long as they do not use their position to solicit business of any kind.
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Chapter 2
MEDICARE OVERVIEW
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2015 Overview of Medicare A & B

Key: Shaded areas -- Medicare Pays
White areas -- You Pay

A

Premium: 40 work quarters = zero
less than 30 quarters = $407
30 - 39 quarters = $224

Each benefit period*
In-patient Hospital

First 60 days $1260 Deductible

Days 61-90 $315 per day co-payment
Lifetime

Reserve Days

91-150 $630 per day co-payment

Skilled Nursing

Facility

First 20 days 100% (No co-pay)

Days 21-100 $157.50 per day co-pay

100% Services
Home Health
Hospice

S5 prescription drug co-pay

5% co-insurance inpatient respite care

* Benefit period ends when patient is out of the
hospital or skilled nursing facility for 60 consecutive
days.

Premium: $104.90
unless individual income over
$85,000 or couple $170,000.

$147 Deductible
(per calendar year, January 1 to December 31)

80% 20%
C
Physician’s Charges o

(in or out of the hospital)
Durable Medical Equipment &

Supplies
Ambulance
Outpatient Hospital
The first 3
Blood pints

Lab Services

m o 2 >» 3 C wnw 2

Preventive Services

PAID 100%: Welcome to Medicare Physical
Exam, Screening Mammograms, Annual Pap
Tests, Diabetes Screening, Bone Mass
Measurement, Flu Shots, some Colorectal
Cancer Screening, Screening & Counseling for
Obesity, Medical Nutrition Therapy, Tobacco
Use Cessation, Yearly Wellness Visit

WITH CO-PAY OR DEDUCTIBLE: Abdominal
Aortic Aneurysm Screening, Diabetes Supplies
& Self-Management, Prostate Cancer
Screening, Glaucoma Screening, CCS - Barium
enema, HIV Screening

Excess Charges
(15% over Medicare Allowed Charge)
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MEDICARE OVERVIEW

Performance Objectives

At the end of this section, you will be able to:

Briefly describe the Medicare program.

Describe the roles of agencies/organizations involved in the administration of Medicare.
Explain Social Security’s role in Medicare.

Refer to the Medicare Timeline.

Determine if a person is eligible for Medicare.

Define the three distinct enrollment periods for Medicare Parts A and B..

Determine if a person is eligible to purchase Medicare Parts A and B.

Describe the enrollment process for Medicare.

Define and describe IRMAA and who it affects.

Determine a beneficiary’s Medicare coverage by reading a Medicare card.

Chapter 2 2-3



SHICK HANDBOOK Medicare Overview

Medicare in a Nutshell

Medicare is a federal health insurance program which began in 1965. States are not involved in the
program’s administration. In general, the rules governing Medicare’s operation are the same nationwide,
though more detailed rules sometimes apply in specific states or regions and payments rates often vary
from one region to another. Still, the program is virtually the same throughout the country.

Medicare is not free for the people, called beneficiaries, who benefit from the program. Congress designed
Medicare so beneficiaries would share the total cost of health care with the federal government through:

e Premiums

e Deductibles

e Coinsurance charges, and

e Payment for non-covered (excluded) services and items

Eligibility for Medicare is available to three groups: those who are 65 and older, people with disabilities,
and people with end-stage renal disease (ESRD). Medicare eligibility is open to people regardless of
income. Eligibility is not based on financial need. In that respect, Medicare differs greatly from Medicaid,
the state-sponsored health insurance program for low-income older Americans and others. Instead,
Medicare is tied largely to employment. The financing for Medicare Part A’s Hospital Insurance benefits,
for example, derives from a FICA withholding tax applied to wages.

Medicare has a fairly comprehensive set of covered benefits. It also offers a number of service delivery
options. Beneficiaries have the option to receive services through the “Original Medicare” program
(Medicare Parts A and B, also called “Traditional Medicare”) or through a variety of privately sponsored
“Medicare Advantage” plans. Regardless of the choice they make between these options, beneficiaries
have coverage for the Part A benefits that include inpatient hospital, skilled nursing facility, home health,
and hospice care services. They also have coverage for Medicare Part B’s benefits that include physician,
outpatient hospital, home health, ambulance, and preventive services, along with medical equipment,
supplies, and many other services and items.

The Medicare Advantage program is another name for Medicare Part C. Congress enacted Part Cin 1998,
and through it, set up several different systems for delivering Medicare-covered benefits and services
through private contractors. These contractors, called “health plan sponsors” or Medicare Advantage
Organizations (MAOs), offer Health Maintenance Organizations (HMOs), Preferred Provider Organizations
(PPOs), Private-Fee-for-Service (PFFS) plans, and more, to Medicare beneficiaries. These private plans must
cover the same services and benefits that are available through the Original Medicare program.

In 2003, Congress enacted the Medicare Modernization Act (MMA) and created the Medicare Part D
prescription drug program. From the start, the Original Medicare program did not cover most outpatient
prescription drugs. Medicare Part D addresses this shortcoming by delivering drug coverage through
privately-sponsored prescription drug plans (PDPs) and Medicare Advantage plans with Part D drug
coverage (MA-PDs). The Part D program also offers assistance for low-income Medicare beneficiaries
through a low-income subsidy (LIS), or “Extra Help” program.

Medicare covers health care services only when they meet Medicare’s definitions for medical necessity.
With some exceptions, a service must be “reasonable and necessary in the diagnosis or treatment of an
iliness or injury” in order to qualify for Medicare payments. Nonetheless, Congress has added a number of
health care screening and preventive care services to Medicare’s covered benefits since 1990.
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Regardless of medical necessity, Medicare specifically excludes some services and items from its covered

benefits. Medicare’s exclusions include:

e Most care received outside the United States (with exceptions for emergencies along the Canadian

and Mexican borders)
e Custodial care, including most long-term nursing home care
e Hearing aids
e Routine dental care
e Routine eye care
e Routine foot care
e Eyeglasses (except in connection with cataract surgery)
e Dentures
e Acupuncture and homeopathic care

e Cosmetic surgery (except in connection with an illness or injury)

e Private duty nursing

Who Runs Medicare?

Medicare’s administration is the combined work of federal agencies and contractors. Here are brief

descriptions of the main actors:

The Centers for Medicare & Medicaid Services (CMS)

CMS is the federal agency that administers Medicare and Medicaid. Its
headquarters are in Baltimore, with Regional Offices (ROs) in 10 cities
around the country. It is the largest agency within the Department of
Health & Human Services (HHS). CMS contracts with many private
companies that handle aspects of Medicare’s program operations
including claims processing, monitoring the quality of care for patients,
handling complaints, and reviewing appeals.

The Social Security Administration (SSA)

SSA handles Medicare eligibility and enrollment for Social Security

1-800-MEDICARE: CMS contracts
with a company called Vangent to
operate the agency’s nationwide,
toll-free, Medicare beneficiary
Service Center. The Service Center
is set up to answer questions about
billing and claims, to provide
information on Medicare health
plans, to receive complaints, and to
order publications. Customer
service representatives are
available 24 hours a day, seven
days a week.

recipients. SSA sends enrollment packets and Medicare cards to new Medicare beneficiaries. It also
processes applications for Medicare Part D’s low-income subsidy (LIS) program. The Railroad Retirement
Board’s (RRB) role is similar to SSA’s. It handles Medicare eligibility and enrollment for Railroad Retirees.

number, 1-800-772-1213, or to SSA’s Medicare Card Replacement website,

retirees should call the RRB at 1-800-808-0772.

SHICK Tip

Social Security replaces lost and damaged Medicare cards free of charge. Refer clients to SSA’s toll-free phone

https://secure.ssa.gov/apps6z/IMRC/main.html. SSA takes about 30 days to replace a Medicare card. Railroad

The agency’s role in Medicare is limited mainly to eligibility and enrollment issues, including enrollment in the
program that provides “Extra Help” in paying for prescription drugs for those with limited incomes.

The Office of Medicare Hearings and Appeals (OMHA)

OMHA is a separate agency within the federal Department of Health and Human Services (HHS). It employs
Administrative Law Judges (ALJ) to provide hearings in the Medicare appeals process.

Chapter 2
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CMS' mission is to ensure health care security for beneficiaries. Medicare Contracting Reform (or section
911 of the Medicare Prescription Drug, Improvement, and Modernization Act of 2003) is a major
component in achieving this mission. Section 911 mandates that the Secretary for Health & Human
Services replace the current contracting authority to administer the Medicare Part A and Part B FFS
programs, contained under Sections 1816 and 1842 of the Social Security Act, with the new Medicare
Administrative Contactor authority. Through the implementation of Medicare Contracting Reform, CMS
will establish a premier health plan that allows for comprehensive, quality care and world-class beneficiary
and provider service.

The aim was to integrate the claims processing functions of Part A Fiscal Intermediaries (FI) and Part B
Carriers into one organization called an A/B Medicare Administrative Contractor (MAC). The law also
created Home Health and Hospice Medicare Administrative Contractors (HH MACs) and DME Medicare
Administrative Contractors (DME MACs). Original Medicare’s payment contractors currently include:

e A/B Medicare Administrative Contractors (A/B MACs) who contract with CMS to process Part A
claims for hospitals and skilled nursing facilities and Part B claims for hospital outpatient services,
physicians, ambulance providers, and others in a multi-state/territory region.

e Home Health and Hospice Medicare Administrative Contractors (HH MACs) who contract with
CMS to process claims for home health agencies and hospice organizations in four multi-state
regions.

e DME Medicare Administrative Contractors (DME MACs) who contract with CMS to process Part B
claims for durable medical equipment (DME) and supplies, including Part B drugs, in four multi-
state regions. CMS has phased out the former Durable Medical Equipment Regional Carriers
(DMERCs).

CMS also contracts with private companies to investigate quality of care complaints and to review
coverage and payment decisions at certain points in the Medicare appeals process. These contractors
include:

e Quality Improvement Organizations (QlIOs) who contract with CMS to investigate complaints
about poor care, review hospital discharge decisions, and handle expedited review requests for
skilled nursing facility and home health service terminations. QlOs also work with providers on
quality of care improvement projects. In 2014, CMS redesigned its QIO Program to further enhance
the quality of services for Medicare beneficiaries. The new program structure maximizes learning
and collaboration in improving care, enhances flexibility, supports the spread of effective new
practices and models of care, helps achieve the priorities of the National Quality Strategy and the
goals of the CMS Quality Strategy, and delivers program value to beneficiaries, patients, and
taxpayers.

o The QIO Program changes include separating case review from quality improvement,
extending the contract period of performance from three (3) to five (5) years, removing
requirements to restrict QIO activity to a single entity in each state/ territory, and opening
contractor consideration to a broad range of entities to perform the work.

o Now, one group of QlOs will handle complaints while another group will provide technical
assistance to support providers and suppliers. QIOs will have new skills for transforming
practices, employing lean methodologies, assisting with value based purchasing programs
and developing innovative approaches to quality improvement.

o See http://www.cms.hhs.gov/QualitylmprovementOrgs/ .
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e Qualified Independent Contractors (QICs) who contract with CMS to review coverage denials in
the second stage of the Original Medicare appeals process called “reconsideration.” QICs handle
Part A reconsiderations for east and west regions, Part B reconsiderations for north and south
regions, and DME reconsiderations for all the states and territories. See
http://www.cms.hhs.gov/OrgMedFFSAppeals.

Highlights in Medicare History: A Timeline

In 1965, nearly half of those 65 and older had no health insurance. Today, about 97 percent of older
Americans have health insurance through Medicare. Medicare covers more than 45 million older
Americans and people with disabilities.

1965: Medicare is enacted as Title XVIII of the Social Security Act, creating a comprehensive health
insurance program for Older Americans under Medicare Part A and Part B.

1972: Medicare adds coverage for persons with disabilities.

1982: To contain rising inpatient hospital costs, Congress creates a prospective payment system by which
hospitals receive set payments based on the patient’s diagnosis.

1985: Beneficiaries in some areas now can join Medicare HMOs, private insurance plans under contract
with Medicare that offer a managed care option to the Original Medicare (Part A and Part B) program.

1989: Medicare adopts a resource-based payment system for physicians, ending the old reasonable charge
formula that paid the lowest of the actual, customary, and prevailing charges. Medicare also requires
physicians to submit claims on patients’ behalf.

1990: States start to adopt federal rules for 10 standard Medicare Supplement (Medigap) insurance
policies and to regulate Medigap marketing and sales practices.

1991.: Federal funding for State Health Insurance Counseling & Assistance Programs (HICAPs or ICAs, now
called SHIPs) begins.

1996: Health Insurance Portability & Accountability Act (HIPAA) creates new funding and tools to reduce
fraud and abuse in Medicare. Senior Medicare Patrol programs are authorized.

1997: Balanced Budget Act (BBA) of 1997 creates Medicare Part C, adding the Medicare+Choice (now
called Medicare Advantage) with several managed care and other health plan options, to the Medicare
program. BBA also expands Medicare coverage for preventive services and creates new payment systems
for home health, skilled nursing facility, inpatient rehabilitation, and outpatient hospital services.

2003: Medicare Modernization Act (MMA) of 2003 creates Medicare Part D, which adds prescription drug
coverage to the program through private prescription drug plans and other Medicare health plans. The law
also increases payments to private Medicare Advantage plan sponsors.

2006: Medicare Part D prescription drug coverage started on January 1. In addition, Congress enacts the
Deficit Reduction Act (DRA), creating the Long-Term Care Partnership program.

2008: Congress passes the Medicare Improvements for Patients and Providers Act (MIPPA). The law raises
the asset limits for the Medicare Savings Programs (MSP), taking effect on January 1, 2010. The law also
strengthens consumer protections in the marketing of Medicare Advantage (MA) plans, with some of the
provisions taking effect in November 2008 and others on January 1, 2009.

2009: States adopt a revised Medigap model regulation, effective June 1, 2010. It eliminates four of the
original standard policies and adds policies M and N.

Chapter 2 2-7


http://www.cms.hhs.gov/OrgMedFFSAppeals

SHICK HANDBOOK Medicare Overview

2010: Congress passed and the President signed into law the Affordable Care Act, which puts in place
comprehensive health insurance reforms that will hold insurance companies more accountable, lower
health care costs, guarantee more health care choices, and enhance the quality of health care for all
Americans. Parts of the law impact such things as Medicare drug plans, preventive services, and the
Medicare Trust Fund.

2014: The Health Insurance Marketplace through the Affordable Care Act became active.
Sources of Medicare Eligibility, Coverage, and Payment Rules

Congress enacts the Medicare statutes in which the lawmakers broadly define Medicare’s terms and its
scope of benefits. CMS, the federal Medicare agency, issues federal regulations, policy manuals, and other
guidance documents that interpret the Medicare statute and gives details about CMS’s coverage and
payment rules.

e The Medicare Statutes, known as Title XVIII of the Social Security Act and codified at 42 United
States Code (USC) Section 1395, were enacted and are often amended by Congress.

e The Medicare Regulations are found at 42 Code of Federal Regulations (CFR), Parts 400-429,
available at http://www.access.gpo.gov/cgi-bin/cfrassemble.cgi?title=200842. CMS publishes
proposed regulations in the Federal Register and seeks public comment before finalizing the
regulations that eventually appear in the Code of Federal Regulations.

e The Medicare Policy Manuals appear on-line at CMS’s website at
http://www.cms.hhs.gov/Manuals/IOM/list.asp . The “Internet Only Manuals” contain CMS’s
interpretation of the Medicare statute and regulations. They also include “Medicare National
Coverage Determinations” that guide Medicare coverage decisions throughout the country on
certain services, procedures, and devices.

e Medicare Program Transmittals, available at http://www.cms.hhs.gov/Transmittals/ are sent by
CMS to its contractors to put new or revised policies into action.

e Local Coverage Determinations that Medicare’s payment contractors create to clarify payment
policy on some Medicare coverage issues.

Eligibility and Enrollment
Eligibility in General

Congress conceived Medicare as a health insurance program for workers who are no longer able to work
due to age or disability. Hence close ties exist between Medicare eligibility and eligibility for Social Security
benefits. Note, however, that Medicare coverage is available for some individuals who otherwise do not
qualify for Social Security retirement payments.

Three groups of people are eligible for Medicare benefits. Those who benefit from the program are called
beneficiaries. The three eligibility groups include:

e People 65 and older

e People with disabilities who have been receiving Social Security or Railroad Disability payments for
24 months, except for persons with Lou Gehrig’s disease (ALS)—they are eligible for Medicare in
the sixth month of disability.

e People with end-stage renal disease (ESRD), that is, kidney disease that requires dialysis or
transplant.
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Most of those who are eligible for Medicare are entitled to benefits because they paid into the Medicare
hospital insurance trust fund through FICA payroll deductions at work. But a work record in the United
States is not required for people 65 and older. Citizens of the U.S. who are 65 and older and did not pay
long enough into Medicare trust fund, as well as permanent resident non-citizens aged 65 and older who
have lived in the United States for five years prior to applying for Medicare, are eligible for Medicare
benefits. They must, however, pay monthly premiums for both Medicare Part A and Part B benefits.

Enrollment in General

The Social Security Administration (SSA) and Railroad Retirement Board (RRB) for railroad retirees
determine eligibility for those entitled to Medicare benefits and handle enrollment. SSA uses both
automatic and voluntary enrollment procedures. Many people are enrolled automatically in Medicare.
Others must apply for Medicare coverage at a Social Security office or online. Note that some enrollment
rules differ for Part A and Part B, including rules for some people who work beyond age 65.

SSA and RRB issue Medicare cards to enrolled beneficiaries. For more information about Medicare
eligibility and enroliment, contact:

e The SSA at 1-800-772-1213, or go to http://www.ssa.gov.
e The RRB at 1-800-808-0772, or go to http://www.rrb.gov.

Eligibility and Enrollment for Medicare Part A

Persons Entitled to Retirement Benefits

Even though the age for full Social Security retirement benefits is later than age 65 for persons born after
1938, Medicare eligibility is still at age 65. Congress has not raised the Medicare eligibility age. Most
people 65 and older are entitled to Part A benefits because they or a spouse have 40 credits (formerly
“quarters of coverage”) in Social Security-covered employment. Those who choose to receive Social
Security or railroad retirement benefits at age 65 or earlier do not need to apply separately for Medicare.
Social Security enrolls them automatically in Medicare Part A. About 99 percent of Medicare beneficiaries
do not pay a premium for Medicare Part A benefits. For more information on quarters of coverage, visit
SSA’s website at http://www.ssa.gov/OACT/COLA/QC.html.

Those who wait past age 65 to apply for their monthly Social Security or railroad retirement benefit
payments can apply for Medicare benefits at a Social Security office or online through
http://www.ssa.gov/. They can apply anytime during the year. Their Part A benefits can take effect
retroactively, up to six months before they applied.

People with Disabilities or ESRD

People of any age with disabilities who are entitled to Social Security or Railroad disability benefits for 24
months are also entitled to Medicare Part A without paying a premium. Their Medicare benefits start in
the 25th month of receiving disability benefit payments.

People of any age who have end-stage renal disease (ESRD) and have had a kidney transplant or have
received dialysis for three months are entitled to Medicare Part A benefits. People with ESRD must contact
Social Security to apply for Medicare.

An exception to the 24-month disability waiting period applies to people who have Lou Gehrig’s disease
(amyotrophic lateral sclerosis, ALS). The law waives the waiting period. Because Social Security disability
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payments start after five months of the onset of a disability, Medicare coverage takes effect on the first
day of the sixth month of the ALS disability.

Voluntary Enrollment in Medicare Part A

Those not entitled to Medicare through employment can enroll in Medicare voluntarily. This group
includes certain people with disabilities and certain people aged 65 and older who do not have enough
work credits to qualify for premium-free Medicare. They must, however, be willing to pay monthly
premiums for the benefits. Seniors and people with disabilities who have fewer than 30 credits in Social
Security-covered employment must pay a monthly premium of $407 (in 2015) for Part A benefits. Seniors
with 30 to 39 credits and people with disabilities who have 30 or more credits pay a monthly premium of
$224 (in 2015). A late enrollment penalty of 10% of the current monthly premium applies for those who
enroll a year or more after their 65th birthday. Voluntary enrollees have three time frames to enroll in the
Part A program, just as with Medicare Part B.

Eligibility and Enrollment for Medicare Part B

Persons eligible for Part B

Those who are eligible for Part A benefits also are eligible for Medicare Part B. In addition, persons aged 65
and older who are U.S. citizens or permanent resident non-citizens for five years who are not entitled to
Part A through Social Security-covered employment can enroll in Part B without enrolling in Part A.

Enrollment Periods

People who are eligible for Medicare Part B benefits must enroll in the program during an enroliment
period. Original Medicare has three distinct enrollment periods. Note that Original Medicare does not have
the six-week Annual Enroliment Period (October 15 to December 7) that exists for Medicare drug plans
(Part D) and Medicare Advantage plans (Part C).

Initial Enroliment Period (IEP)

The IEP is a seven-month time frame that includes the three months before and after the month of a
person’s 65th birthday.

e If a person enrolls (or is automatically enrolled) in Medicare during the first three months of the initial
enrollment period, Medicare coverage starts on the first day of the month in which the person turns
65.

e If a person enrolls in the month of her 65th birthday, coverage starts on the first day of the next
month.

e If a person enrolls in the fifth month of the IEP, coverage will start two months after enrollment.

e [f a person enrolls in the sixth or seventh month of the IEP, coverage will start three months after
enrollment.

General Enrollment Period

The General Enrollment Period is a three-month time frame at the beginning of each calendar year
(January-March) during which a beneficiary who did not enroll during an initial enrollment period can
enroll in Medicare Part B.

e Coverage for Part B takes effect on July 1.
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e Premium penalties apply for those who enroll more than 12 months following their initial eligibility
date.
e Part B Penalty: 10% premium surcharge for each 12-month period that had passed when a person
could have been, but was not, enrolled in Part B.
o Note that beneficiaries under the age of 65 currently paying this premium penalty will not have
to pay that penalty upon turning 65.
o Currently there is no cap on the penalty amount. For example, beneficiaries could be
responsible for paying anywhere from 10% (1-year delay) to 300% (25-year delay) depending on
how long they delayed enrolling.

Special Enrollment Period

The law requires employers with 20 or more employees to offer the same health coverage that it makes
available to younger employees. In other words, these employers cannot force an older worker to get her
health insurance through Medicare. Those who work beyond age 65 (the working aged) for employers
with 20 or more employees, and who have continued health insurance coverage through an employer
group health plan have an eight-month time frame to enroll in Medicare. The SEP starts in the month
when a retiree is no longer working and her employee group coverage ends.

e Coverage takes effect on the first day of the month following enrollment.

¢ No penalties apply for late enrollment.

e A Special Enrollment Period is also available to spouses of the working aged.

e The Special Enrollment Period does not apply to those who continue their group plan coverage through
COBRA rights and stopped working more than seven months ago.

Enrollment Procedures

Enrolling in Medicare Part B is optional. A person who enrolls in Medicare Part A is also enrolled in Part B—
unless they opt out of Part B.

e Most people do not opt out of Part B because they need the coverage.

e Social Security sends an enrollment packet that contains the red, white, and blue Medicare card.

e For automatic enrollees, Social Security enrolls them in both Part A and Part B, unless the beneficiary
signs and returns an official post-card or other written statement to SSA in which they opt out of Part B
coverage.

e The working aged (and their spouses) with employer group coverage can enroll in Part A (because they
are entitled to it without premiums) and opt out of Part B. Part A Hospital Insurance pays second to the
employer group plan. These beneficiaries can enroll in Part B later (as described above).

e Part B Premium - The standard Part B premium in 2015 is $104.90. Some low-income persons may
qualify for state assistance in paying the Part B premium through Medicaid or the Medicare Savings
Programs.

e |IRMAA - the law requires Medicare beneficiaries who have relatively high incomes to pay the monthly
Part B premium along with an income-related adjustment to the premium. The income adjustment
applies to beneficiaries who file individual tax returns and have modified adjusted gross annual income
above $85,000 (for 2015), and to beneficiaries who file a joint tax return with annual income above
$170,000 (for 2015). The monthly premium adjustment amounts reach up to $230.80 for individuals
with annual income greater than $214,000 (for 2015).
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Medicare Card

The Medicare card shows if the individual has Part A and/or Part B. It is important to establish with
beneficiaries which Part(s) they have. The suffix following the Social Security number on the card explains
how the person is eligible for benefits. (See the chart in the Appendix.)

A husband and wife will each have their own card and number. The Medicare card should be carried by the
beneficiary only at times when the beneficiary is seeking medical treatment, to avoid identity theft. If it is
lost, the Social Security office should be contacted immediately to obtain a new one. A beneficiary should
never permit another person to use their Medicare card.

e The Medicare card shows the beneficiary’s name, claim number, and what parts of Medicare the
beneficiary has, along with the effective dates for each part.

e Name of Beneficiary: Each individual gets a card with his/her name.

e Claim Number: Also referred to as the Health Insurance Claim Number (HICN), a nine-digit number
(usually Social Security number) plus a suffix of one or two letters is listed. The letter indicates how
the beneficiary qualifies for Medicare. This number should be included on all claims and Medicare
correspondence. If the beneficiary or spouse worked for the railroad, the Medicare number will be
a nine-digit number with a prefix of one or two letters. (See the suffix listing in the Appendix.)

e Is Entitled To: Show which Part(s) the beneficiary has. Some cards may list only “Hospital
Insurance” and/or “Medical Insurance” rather than Part A and Part B. Newer cards will list “Hospital
Insurance (Part A)” and/or “Medical Insurance (Part B)”. (There are no lines for Part Cor D, as a
separate card is issued for those benefits by the private insurance company.)

e Effective Date: Indicates the date coverage started. Benefits are not payable before this date.

EXAMPLES:

Your Medicare Card Front View

Your Medicare Card Back View

MEDICARE _‘<{' | HEALTH INSURANCE

1-800-MEDICARE (1-800-633-4227)
NAME OF BENEFICIARY

JANE DOE

MEDICARE CLAIM NUMBER ~_SEX
000-00-0000-A FEMALE

IS ENTITLED TQ ERFECTIVE DATE

HOSPITAL {PART A 07-01-1986
MEDICAL PART B 07-01-1986

TN wodl Ay Gl vl e wau gl 2 o A,

2L Ll poar weap al e daeize ge pour sand vl en gl renu e
Pl nedlzal, ar s Ty eeukiEE Liar Rledlchare

3 Moor card = gzed whewser vol vz n b Ueiled Slales.

Wi Mh NG, el ELC R | LA TRNTEH IR FUVICS BTN ERT* FTERPT)
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1 youn have guestions

m_f abaut Modicar:,
Al 1-A-WIEDICARE
Fep———————— 11014357
Centers kar Mezdicare & TT¥ADO: |-A7T4A6-Z04R)
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R UITIEE o b LI L |

2-12

Chapter 2



SHICK HANDBOOK Medicare Part A

Chapter 3
MEDICARE PART A
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2015 Overview of Medicare A
Key: Shaded areas -- Medicare Pays
White areas -- You Pay
40 work quarters = zero
less than 30 quarters = $407
30 - 39 quarters = $224
$1260 Deductible
$315 per day co-payment
$630 per day co-payment
Days 21-100 $157.50 per day co-pay
S5 prescription drug co-pay
5% co-insurance inpatient respite care
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MEDICARE PART A

Performance Objectives

e Explain inpatient hospitalization coverage.
o Explain requirements for coverage.
o Explain coverage for days 1-60 for each benefit period.
o Explain coverage for days 61-90 for each benefit period.

Explain “lifetime reserve” days 91-150.

(@]

Explain the limits on psychiatric care.

O

e Determine whether services are covered or not covered by Medicare Part A.

e (Calculate the benefit period for Part A

e Explain how hospitals are paid by Medicare (Prospective Payment System).

e Explain what happens when a patient disagrees with proposed hospital discharge.
e Who should be contacted if a beneficiary feels quality care was not delivered.

e Summarize the function of the Medicare Beneficiary and Family Centered Care Quality Improvement
Organization (BFCC-QIO)

e Explain coverage for skilled nursing facility services.

o Explain conditions that must be met.

(@]

Explain the difference between skilled care services and custodial services.
o Explain coverage (number of days and coinsurance amounts.)
o Determine which services are covered and not covered by Medicare Part A.
e Explain coverage for home health services.
o Explain conditions that must be met.
o Determine which services are covered and not covered.
e Explain coverage for hospice services.
o Explain conditions that must be met.
o Determine which services are covered and not covered.

e Using reference materials, determine the amounts that are the patient’s responsibility in a specific
situation.
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Overview
Medicare Part A has four main benefits:

e Inpatient Hospital Care (including rehabilitation hospital and psychiatric hospital care)
e Skilled Nursing Facility Care

e Home Health Care

e Hospice Care

Part A providers submit payment claims for their services to a Medicare claims contractor. Depending on
the type of provider, they send claims to a Part A and Part B Medicare Administrative Contractor (A/B
MAC), or a Home Health and Hospice Medicare Administrative Contractor (HH MAC). Afterwards, the
claims contractor sends a Medicare Summary Notice to the patient that explains the coverage decision and
the patient’s share of the costs.

Part A providers have one calendar year from the date of service to submit claims to Medicare. Medicare
Advantage plans may have different time frames.

Inpatient Hospital Coverage
Acute Care Hospitals

Medicare will pay for acute care hospital stays only when the services can be provided on an inpatient
basis in a hospital. Hospital staff, including the internal Utilization Review (UR) Committee, reviews a
patient’s stay in light of Medicare’s coverage rules to decide if hospitalization admission is “reasonable and
necessary,” or if a patient’s condition justifies an ongoing hospital stay. Hospital staff will assess if a patient
can move safely to a lower level of care.

Medicare’s inpatient hospital benefit covers:

SHICK Tip

e Semi-private room (Medicare covers the cost of private Medicare Part A generally does not
rooms when they are medically necessary) cover the services that surgeons,
e Regular nursing services (but not private duty nursing) anesthesiologists, or other physicians

provide in the hospital. Physicians bill

. . .
Drugs, supplies, and equipment separately for their services and

* Physical therapy submit claims to Medicare Part B.
e Medical social services When helping clients sort through their
e Medical services provided by interns or residents paper work following a hospital stay,

keep this difference in mind.

Medicare excludes some services from its inpatient hospital
coverage.

Services Not Covered During Hospital Stays

e Physician services (covered by Medicare Part B)
e Personal convenience items such as television, radio, and telephone if billed separately
e Private duty nurse
e Extra charges for private room unless required for medical reasons
e First three pints of blood
e Care received outside the United States.
o Exceptions: The following very limited situations involving qualified Canadian or Mexican
hospitals are covered.
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o The beneficiary is in the U.S. when an emergency occurs and Canadian or a Mexican hospital is
closer than the nearest U.S. hospital which could provide needed emergency care.

o The beneficiary lives in the U.S. and a Canadian or Mexican hospital is closer to his or her home
than the nearest U.S. hospital, regardless of whether an emergency exists.

o The beneficiary is in Canada traveling the most direct route to or from Alaska and a lower-48
state, and an emergency occurs requiring admittance to a Canadian hospital. Medicare will not
pay for emergency situations in Canada while traveling as a tourist.

Covered Days and Costs for Inpatient Hospital Services

Medicare covers up to 150 days of inpatient hospital care within a benefit period as long as the covered
days are medically necessary. With the start of each new benefit period, a Medicare patient has 90
renewable covered days. Medicare patients also have 60 non-renewable “lifetime reserve days.”

A benefit period, also called a “spell of illness,” starts on the first day that a Medicare patient enters a
hospital and ends when the person has not received inpatient hospital or skilled nursing facility levels of
care for 60 days in a row. The number of covered days remaining for a patient depends on the
continuation—or end—of the benefit period (see examples below).

The costs that beneficiaries owe for inpatient hospital stays relate to the number of covered inpatient
hospital days that they use in a benefit period. Part A’s cost-sharing charges include a first-day deductible
for inpatient hospital services and coinsurance charges that apply to some hospital stays.

e Part A Deductible and Days 1 to 60: At the start of a hospital stay in a new benefit period, the
patient owes a $1,260 deductible (in 2015). After a patient meets the deductible, Medicare covers
in full the first 60 inpatient hospital days in the benefit period. The Part A deductible is not an
annual deductible. Clients who have a series of hospital stays could face up to four Part A
deductibles in a calendar year if more than 60 days separate their repeated hospital stays.

e Coinsurance for Days 61 to 90: Patients owe $315 per day (in 2015) when they use days 61 through
90 in a benefit period. Medicare covers the balance of the hospital bill.

e Coinsurance for Days 91 to 150: Patients owe $630 per day (in 2015) when they use these “lifetime
reserve days.” Medicare covers the balance of the hospital bill.

e Day 151 and Beyond: If the hospital stay continues beyond Medicare’s 150 covered hospital days in
a benefit period, the patient is responsible for the entire hospital bill. But if the patient leaves the
hospital for 60 days in a row and ends the benefit period, they have a new set of 90 covered
hospital days if they enter the hospital again.

Medicare Part A and Part B have separate patient cost-sharing systems. Part A’s deductible is tied to the
benefit period. Part B has an annual deductible. While many beneficiaries are familiar with Part B’s costs,
they may not know as much about Part A. What are the origins of

the two deductibles? Congress patterned Part A and Part B on the SHICK Tip

Blue Cross (hospital) and Blue Shield (medical) plans of the early Sty [puaise et pallies el s e s
1960’s plans that cover the Part A deductible,

coinsurance charges, and other
The fact that a person may owe more than one Part A deductible coverage gaps described above.
during the year may surprise some beneficiaries who often expect

an annual deductible.
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Inpatient Rehabilitation Facility (IRF)

Inpatient rehabilitation facilities, or rehabilitation hospitals, specialize in providing post-acute
rehabilitative care for injured, disabled, or sick persons, including those who have had strokes, joint
replacements, and injuries. Medicare treats rehabilitation hospital stays the same as acute care hospital
stays for purposes of the Part A benefit period. The number of days spent in a rehabilitation hospital count
toward the 150 Medicare-covered inpatient hospital days in a benefit period. Medicare covers
rehabilitation hospital stays if:

e A physician certifies the need for the care;

e The patient needs a relatively intense, multi-disciplinary rehabilitation program;

e Ateam that includes speech therapists, physical therapists and/or occupational therapists, and
rehabilitation nurses working under the supervision of a physician specializing in rehabilitation
medicine provides the care; and

e The patient is progressing toward the goal of functioning as independently as possible.

Long-Term Care Hospitals (LTCHs)

Since 1999, Medicare has certified some facilities to operate as long-term care hospitals (LTCHs). Their
average inpatient length of stay must be 25 days or longer. These hospitals typically provide post-acute
extended medical and rehabilitative care for patients whose conditions are complex and who may have
more than one acute or chronic condition. They provide services such as rehabilitation, respiratory
therapy, cancer treatment, head trauma care, and pain management.

For purposes of covered days in a benefit period, Medicare treats LTCHs the same as acute care and
rehabilitation hospitals. The number of days spent in a LTCH count toward Medicare’s 150 covered
inpatient hospital days in a benefit period. Where they exist, LTCHs provide an alternative to skilled
nursing facilities for some patients.

Psychiatric Hospitals

Medicare covers inpatient psychiatric hospital stays when a physician determines that the patient, at the
time of admission, needs and will benefit from the hospital stay. For Medicare coverage to continue, the
patient must require a hospital level of care and receive active treatment.

Unlike acute care and rehabilitation hospital stays, Medicare covers 190 days of inpatient psychiatric
hospital care in a patient’s lifetime. The patient can use a maximum of 150 days in a benefit period. The
lifetime limit applies only to services received in a psychiatric hospital, and not to services in the
psychiatric unit of a general hospital.

Payments to Hospitals and the Right to Needed Care

Medicare pays hospitals based on a patient’s diagnosis and condition using a Prospective Payment System
(PPS). Thus, hospitals generally know in advance what their payment rates will be, given the patient’s
principal diagnosis. Medicare’s acute care hospital prospective payment system has different payment
rates for more than 470 diagnosis related groups (DRG). CMS uses different prospective payment systems
for acute care, rehabilitation, long-term care, and psychiatric hospitals.

The PPS creates cost-containment incentives for hospitals. Generally, they must provide all the medically
necessary services that a patient needs within a fixed payment. If the care costs more, the hospital loses
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money. The PPS also establishes average lengths of stay for the various diagnoses that hospitals can use as
guidelines. Medicare rules do not require hospitals to discharge patients after a certain number of days.

Under Medicare rules, hospitals must provide all the care that is medically necessary. Nevertheless,
hospitals and physicians may sometimes decide to discharge a patient prematurely. When a patient
disagrees with a proposed discharge, they or someone on their behalf should call the Medicare Beneficiary
and Family Centered Care Quality Improvement Organization (BFCC-QIO) no later than the planned
discharge date to request a quick review. Instructions for this process appear on An Important Message
from Medicare from Medicare about Your Rights that hospitals must give to all inpatients. After a person
requests the QIO review, the hospital must give the patient a Detailed Notice of Discharge that contains
specific information about the Medicare coverage policies upon which the hospital has based its decision.

The BFCC-QIO is an independent medical review organization under contract with Medicare. It reviews the
case and decides if the patient is ready to leave the hospital. It must make its decision within one day of
receiving all the necessary information. Medicare continues to cover the hospital stay until noon of the day
after the BFCC-QIO gives notice to the patient of its decision.

What Are Your Hospital Rights?

“You (the Medicare patient) have the right to receive all the hospital care necessary for the proper
diagnosis and treatment of your injury or illness. According to Federal law, your discharge date must be
determined solely by your medical needs, not by Medicare payment.” (Excerpt from “An Important
Message from Medicare.”)

It cannot be emphasized enough that the Medicare patient’s discharge date should be determined solely
according to the individual’s medical needs and not because of the DRG assignment.

Skilled Nursing Facility (SNF) Coverage

A skilled nursing facility (SNF) provides medical services under the direction of a physician that are
performed by, or under the supervision of, licensed professionals that include Registered Nurses (RN),
Licensed Practical Nurses (LPN), and rehabilitation therapists. SNFs typically are distinct units located
within a nursing facility. Some hospitals designated a specific wing as the skilled nursing portion of the
hospital. Other hospitals, generally in small towns, have a specific number of beds designated as “skilled
nursing.” In these situations, the term “swing bed” is used when a patient is transferred from inpatient
hospital care to skilled nursing care. The patient may physically remain in the same bed.

Medicare will pay for services that can only be provided, as a practical matter, in a skilled nursing facility.
The key issue is whether the patient needs skilled nursing or rehabilitation services on a daily basis, or not.
SNF staff and the Utilization Review (UR) Committee reviews a patient’s stay in light of Medicare’s
coverage rules to decide if SNF care is “reasonable and necessary,” or if the patient could safely move to a
lower level of care in the nursing facility or to home. Medicare’s SNF benefit covers:

e Semi-private room (Medicare covers the cost of private rooms when they are medically necessary)

e Skilled nursing services

e Meals, including special diets

e Drugs

e Supplies and equipment for use during the SNF stay

e Rehabilitation services, including physical therapy, occupational therapy, and speech therapy
services
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e Medical social services
Medicare’s SNF benefit excludes these services from coverage:

e Private duty nursing
e Custodial care (where patient receives personal care services without daily skilled